Low vision in adult population has a multicausal etiology, it interferes with the normal course and quality of living and adaptation in society of people with low vision, and that is why it represents not only a medical, but a social problem. The study was performed with the aim to understand the meaning of social and clinical characteristics of the appearance, evolution and course of low vision among the adults with ophthalmological diseases. The research includes 292 adults with low vision from many urban and rural areas, registered in the associations of people with low vision and blindness in RM with glaucoma, refraction anomalies, diabetic and pigment retinopathy and cataracta. The analysis of the social-demographic parameters of gender, age, place of living, marital status, working status, housing conditions, number of family members, doctor accessibility, type of treatment indicates that there are no significant differences in these parameters between males and females. People over 60 years of age are mostly prone to low vision, which does not represent a decisive handicap for socialisation compared to people with preserved vision, except in the areas of employment and livelihood provision. Glaucoma, diabetic retinopathy, cataracta, refraction anomalies and pigment retinopathy in our research represent the most common ophthalmological diseases which evolve into the most severe form of low vision. The period from diagnosis to the status of severe low vision is variable, long-lasting and in most cases is 15-20 years, which gives the opportunity for a successful prevention of blindness, with a timely diagnosis and treatment of these diseases. Acta Medica Medianae 2017;56(3):17-24. 
Introduction
Low vision among adults has a multicausal etiology, it interferes with the normal course and quality of living and the adaptation in society of people with low vision, and that is why it causes not only medical, but also social problems. The study of the role and significance of social factors, together with clinical ones, will contribute to a lower prevalence and prevention of this severe ophthalmological and social problem.
The study involved people with severe low vision, with vision sharpness with the best correction of the better eye 3/60 (or 0.05), but <6/18 (or 0.3) or visual field < 20 º , representing a terminal stage of vision damage before the occurrence of blindness (1, 2) .
Eye diseases manifested by low vision occur in all age groups, including neonates, in both genders, all professions, in people of different social strata, with a different social and living status; they can be primary, hereditary and secondary, whereas with adults with a severe form of low vision and blindness glaucoma, diabetic retinopathy, refraction anomalies, senile macular degeneration, complicated forms of cataracta and other diseases evolve.
Past researches show that severe form of low vision and blindness dominate in all regions around the world, еspecially in Asian and African states with multimillion population, low economical and social standard and poorly developed healthcare system, as well as low education (3, 4) .
Aim
The paper was written with the aim to understand the meaning of the social and clinical characteristics in the appearance, evolution and www.medfak.ni.ac.rs/amm the course of low vision in adults affected with ophthalmological diseases.
Material and methods
The paper represents an analytical study performed in the period September-October 2015, including people with a severe form of low vision from many urban and rural areas from the central part of the Republic of Macedonia. We enrolled 292 people with low vision, glaucoma, refractional anomalies, diabetic retinopathy, cataracta and pigment retinopathy, with preserved vision 0.3-0.05, in whom social and clinical characteristics, evolution and the course of ophthalmological diseases were examined. The study was done aided by social medical history and a survey, clinical examinations with appropriate ophthlamological diagnostic procedures, and the degree of damaged vision was determined according to the МКB -10 classification.
Statistical data processing was done using the procedures of descriptive and comparative statistics, statistical programs Statistics for Windows 7.0 and SPSS 17.0 were used, and the level of statistical significance was set at p < 0.05. The obtained results are shown in tables and numerically.
Results
The study analysed social-demographic and clinical characteristics of 292 people with low vision with preserved vision of 0.3-0.05, with glaucoma, diabetic retinopathy, refraction anomalies, cataracta and pigment retinopathy.
The following social-demographic characteristics were analyzed: gender, age, place of living, working status, marital status, housing conditions, number of family members and healthcare availability, as well as the following clinical factors: etiology, type of treatment, evolution and duration of the disease.
The structure of people with low vision Mann-Whitney U Test Z = 1.850678, p = 0.06553 Of the people with low vision with glaucoma, 50 were males and 39 females; with refraction anomalies, 29 were males and 27 were females; with cataracta, 19 were males and 25 females; with diabetic retinopathy, 30 were males and 33 females; and with pigment retinopathy, 19 were males and 21 females.
In the studied people, their age group according to etiology was also analyzed (Tables 2  and 3) .
Out of the total of 292 examined people, 79 (27.05%) were the age group 50-60, and 154 (52.74%) were over 60 years old, 33 people (11.3%) were of the age group 40-50, 15 people (5.14%) were of the age group 30-40, and 11 people (3.77%) were of 20-30 years of age.
There were 55 people (61.8%) with low vision with glaucoma with over 60 years of age; with refraction anomalies 38 (67.86%); with cataracta 24 (53.54%); with diabetic retinopathy 29 (46.03%); and with pigment retinopathy, 23 people (57.5%) were 50-60 years old.
The structure of the studied people according to their place of living is shown in Table 4 .
Of 292 examinees, 223 (76.73%) lived in urban areas, whereas 69 (23.27%) lived in rural areas. There were 115 (78.23%) males living in urban areas and 32 (21.76%) in rural areas; there were 108 (74.48%) women living in urban areas and 37 (25.52%) in rural areas. For p >0.05, a statistically significant difference did not exist between genders according to the place of living (Pearson Chi-square = 3.18489, df = 1, p = 0.063672).
Working status of the examinees is shown in Table 5 .
There were 16 employed people (5.48%), 77 (26.37%) were unemployed, and 199 (68.15 %) were pensioners. Of the male examinees, 7 (4.76%) were employed, 35 (23.81 %) were unemployed, and 105 (71.43%) were pensioners; of the female examinees, 9 (6.2%) were employed, 42 (28.96%) were unemployed, and 94 (64.83%) were pensioners. For p <0.05, a significant difference existed between the genders according to the working status (Pearson Chisquare =17.666, df=3, p=0.004138).
Marital status of the examinees is shown in Table 6 .
Of 
The number of family members was also analyzed (Table 7) .
With male examinees, the number of family members ranged from a minimum of one to a maximum of 10 members, with a mean of 3.76±1.82, whereas with females the number of family members was from a minimum of one member to a maximum of 12 members, with a mean of 3.49±2.76; 50% of males and females live with over 4, that is over 3 members in the family. For p >0.05, a significant difference did not exist between the genders according to the number of family members (Mann-Whitney U Test Z=1.850678, p=0.06553).
The analysis of the parameter of living conditions showed the following results (Table 8) .
There were 276 people (94.52%) with adequate living conditions, whereas 16 (5.48%) had no adequate living conditions. There were 138 (93.88%) males with settled living conditions, whereas 9 (6.12%) did not settle their living conditions. There were 138 (95.17%) females with settled living conditions and 7 (4.83%) who did not settle their living conditions. For p >0.05, a statistical significance did not exist between the genders whether they lived in their own houses or under rent (Pearson Chi-square =0.631474, df=1, p=0.0626817).
Doctor/healthcare availability, the possibility to use healthcare and type of treatment of the examinees is shown in Table 9 .
All 292 examinees had their doctor available and could use healthcare services. There were 208 (71.23%) treated conservatively and 84 (28.77%) surgically. For р <0.05, a statistically significant difference existed between the type of treatment of the examinees, with a large number of those treated conservatively (Pearson-Chi square =14.247, p=0.0112).
Of those with glaucoma, 68 (76.4%) were treated conservatively and 21 (23.6%) surgically; of those with refraction anomalies, 49 people (87.5%) were treated conservatively and 7 (12.5%) surgically, and with cataracta 3 people (6.82%) were treated conservatively and 41 people (93.18%) surgically; with diabetic retinopathy, 48 people (76.19%) were treated conservatively and 15 (23.8%) surgically; and of those with pigment retinopathy, 40 people (100%) were treated conservatively.
The period of evolution of damage to the vision to diagnosis, up to the onset of severe form of low vision according to etiology is shown in Table 10 .
Of 292 examined people, in 12 (3.77%) a severe form of low vision occured in the period of 5-10 years, in 52 (17.8%) in the period of 10-15 years, in 93 (31.85%) in the period of 15-20 years, and in 135 (46.23%) in the period of over 20 years of diagnosis of ophthalmological diseases which caused damage to the vision. In the period when low vision occured, in a part of the examinees, in addition to the primary ophthalmological diseases which were a primary etiological reason for the damage to the vision, secondary ophthalmological diseases, complications, and additional cormobid states and diseases also played a great part.
Discussion
The total number of people with severely damaged vision in the world ranges from 110-180 million people, of which 35-45 million are blind (5-7).
The largest numbers of people with a severe form of damaged vision and blindness are registered in undeveloped geographical regions with poor health care system organization and low education, whereas the sociodemographic parameters of low vision predominated in people with low social and educational levels, poorly developed health system without any defined ophthalmic procedures for eye vision preservation (8, 9) .
Recent studies around the world show some different aspects of impact of the social factors in the occurrence of low vision. The frequent severe weakening of vision and blindness are more prevalent in rural areas in comparison to urban areas, especially in Africa, Latin America, Asia, India, where there is a low level of health care and poor social standard (7, 10, 11) .
Among the people with higher education, because of their scrupulous behaviour towards their health and care for their vision and because of the burden of reading and exposure to modern computer technology, refractional anomalies dominate as etiological causes of low vision, and with aging they are followed by other degenerative ophthalmological diseases (12, 13). In people with a lower education level, because of their inadequate behavior towards their health and untimely treatment of pathological states af-fecting their eyes, the prevalence of damaged vision is higher (14) .
Gender as a demographic parameter is significant with some ophthlamological diseases, such as glaucoma, senile macular degeneration, pigment retinopathy and other. Among the types of glaucoma with an open angle, in both genders, males and females are equally affected, whereas with glaucoma with a closed angle, people of female gender predominate (15) (16) (17) . Females are most frequently affected with senile macular degeneration and with pigment retinopathy, and individuals over the age of 50 years are at risk, especially those who consume more than 50 ml of alcohol a day (18) (19) (20) (21) (22) . Prospective studies of cataract with many respondents performed in Ghana and India established most frequent occurrence of cataracta among females (23, 24) .
Regarding age, according to the program of WHO 'The Right to Vision 2020', the number of people with low vision and blind people is progressively increasing with age -31,7% with severe low vision and blind people are 45-59 years old and 58% are those over 60 years old (25, 26) .
As the most frequent etiological reasons for the occurrence of severe low vision and blindness in West European countries and India, there are glaucoma, senile macular degeneration, diabetic retinopathy, refraction anomalies and hereditary-congenital diseases, and in Netherlands, glaucoma and senile macular degeneration (3, 27) .
In Netherlands, glaucoma, diabetic retinopathy and senile macular degeneration are the main causes of blindness and low vision in people over 55 years of age (28).
Further, 1-2% of the population is affected by glaucoma, mostly those over 40 years of age, in 20-30% of the affected a severe form of low vision and blindness develops, mostly in people over 60 years of age, dominated by open-angle glaucoma and in 5-6% of the total number, closed angle glaucoma (17, 29, 30) .
Reference studies conducted by various authors in the world examining the evolution of visual impairment in persons with diabetes mellitus indicate that after 7-10 years after the onset of diabetes mellitus type 1, and 15-20 years after the onset of diabetes mellitus type 2, in 20% of the affected with type 1 and 50% affected by type 2 at the ages of 20-65 years, changes occur in the bottom of the eye in the form of diabetic retinopathy. After 25 years with type 1 diabetes, in 50% of the affected the disease progresses into a proliferative form, which within a period of 5-20 years after the diagnosis ends in severe low vision and blindness (20, 31, 32) .
With pigment retinopathy, although the first symptoms of the disease in the form of hemeralopia may occur in childhood, pathognomonic clinical symptoms develop in the 2 nd and 3 rd decade of life and the disease most commonly at the age of 40-50 years ends in a severe form of low vision and blindness (33) .
Although there are variations in the incidence of cataract related to gender, age and race in different regions of the world, cataract often appears in the 4 th decade of life as a presenile form, and in people over 65 years of age it most commonly turns into a more or less severe protein denaturation, increasing the amount of water in the lens, which is the reason why it bulges, blurs, and this lowers the sharpness of vision; if adequate treatment is not administered in time, it can turn into a severe form of low vision and blindness, which at the same time can be the reason of unsuccessful surgical treatments (19, 20) .
Conclusion
Social-demographic characteristics in the adult population with low vision, analysed by the parameters of gender, age, place of living, marital status, working status, housing conditions, number of family members and doctor availability and type of treatment, show that there is no statistical significance related to these parameters between the genders. The people most prone to low vision are those over 60 years of age and it does not represent a decisive handicap for socialisation compared to people with preserved vision, apart from employment and providing livelihoods. The results show a significance related to glaucoma, diabetic retinopathy and refraction anomalies, as predominating ophthlamological diseases which lead to a severe form of low vision.
The period from diagnosis up to the time when a severe form of low vision occurs is variable, long lasting and in a great number of cases in our study amounts to 15-20 years, which offers the opportunity for a successful prevention of blindness with timely diagnosis and treatment of these diseases.
